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THE DIAGNOSIS AND TREATMENT OF
ABSCESS IN CONNEXION WITH
THE VERMIFORM APPENDIX.
BY RUTHERFORD MORISON, F.R.C.S. ENG. & EDIN.,
SURGEON TO THE NEWCASTLE-ON-TYNE ROYAL INFIRMARY.
MUCH controversy still exists as to the treatment, opera-
tive or otherwise, of cases of appendicitis, but all authorities
agree that the presence of pus makes operation imperative.
The diagnosis of abscess in connexion with the appendix
becomes in consequence one of signal importance. The
ordinary signs of pus-formation are no useful guides : a rigor
or pus temperature, redness and oedema in the light iliac
fossa, or the presence of deep fluctuation, if found, are one
and all suggestive of the presence of pus ; but these signs
are so exceptionally present that if a diagnosis is to be based
on them it will seldom be made. A rigor is rare ; as a well-
marked and remembered sign it has only occurred in three
of my tabulated cases. A pus temperature-that is, a
temperature low in the morning and high in the evening,
followed by night sweats-is the most constant and
important of the signs mentioned and is not often absent.
H.edness and cedema in the right iliac fossa only occur when
pus has made its way through the abdominal wall and the
abscess is about to open externally, a rare termina’ion.
Fluctuation can occasionally be found in neglected abscesses
which have been allowed to attain to a large size. It is a
fact, and it is of overwhelming importance to know it, that
an abscess may be present and all of these signs may be
wanting, and that with a large and dangerous abscess the
patient may appear to be convalescent. I have notes of four
such cases on which I have operated during the past year.
The following will suffice as an example.
CASE l.-A patient under the care of Dr. A. Campbell, Monkwear-
mouth, was admitted to the private hospital on July 27th, 1900. Ten
days previously he had been suddenly seized with acute abdominal
pain and vomiting. Similar attacks had troubled him before. He had
to go to bed and was feverish and ill for five days, when the pain
became localised in his right iliac fossa. During the past five days his
temperature and pulse were normal. He regarded himself as con-
valescent, and he walked from the cab upstairs to his room. When
seen there he was dressed and going about and said that he felt well. On
bi-manual examination (one hand on the abdomen and a finger in the
rectum), a large tender mass was found on the right side of his pelvis.
Operation disclosed an abscess containing about three ounces of foul
pus and a perforated appendix hanging over the brim of the pelvis.
The two essentials for diagnosis are: (1) the history ;
that of a sudden severe attack of abdominal pain gradually
becoming localised in the right iliac fossa, attended by
vomiting and fever, and followed by an abdominal illness; and
(2) the discovery of a definite tender tumour, with usually
rigidity of the abdominal muscles, in the neighbourhood of
the appendix. The diagnosis of appendicular abscess made
on these grounds will less often be wrong than any other
in abdominal surgery, and every such case should be
operated upon.
these five situations surrounded by a localised collection of
pus produces characteristic physical signs by a careful study
of which, in the great majority of cases, the position of the
appendix and the relations of the abscess can be, and are
in my wards, correctly foretold. Such refinement of
diagnosis does not meet with great encouragement at the
present day, but considering the difference in prognosis of
an abscess on the inner and one on the outer side of the
casoum, and the advantage to the surgeon of knowing
where to look for the appendix in a difficult case, complete
diagnosis must be regarded as a valuable aid both to pro-
gnosis and to treatment.
The commencement in the greater number of cases of
appendicular abscess is by a sudden severe pain, often
waking the patient from bleep in the early morning. (See
paper previously mentioned.) The pain at first cannot be
definitely localised, but it is frequently referred to the epi-
gastrium ; later, it descends to the right iliac fossa and con-
tinues there long enough as a rule to prevent the patient
from sleeping for two or three nights, it then gradually sub-
sides, leaving marked tenderness behind. The pain is imme-
diately, or shortly, unless in exceptional instances, followed
by vomiting and a febrile illness of such severity as to con-
fine the patient to bed for some days. If due importance is
not attached to the early history and the presence of an iliac
swelling be overlooked, it is not surprising to learn that
typhoid fever has been suspected.
The diagnosis of a case which is so acute as to develop
an abscess in 24 hours, and a recognition of the appro-
priate treatment-immediate removal of the appendix-are
both easy. It is especially to the more difficult questions
of the diagnosis and treatment of the less acute forms that
my present paper is meant to draw attention.
1. The position of appendicular abscess inside of the
cascum is indicated in the diagram (see Fig. 1). The walls
of the abscess are usually constituted of coils of small intes-
tine and the roof of omentum. When acute tenderness has
subsided, such an abscess may be fairly moveable in all
directions, and this mobility may raise difficulties in its
diagnosis. A small ovarian cyst with twisted pedicle and
fixed by adhesions produces symptoms and signs very
similar.
2. With an appendicular abscess on the outer side of the
caecum the swelling will be found to commence in the right
iliac fossa above the anterior superior spine. As it enlarges
it hugs the iliac crest and extends upwards to the ilio-costal
space (see Fig. 2). It is quite fixed, and when large makes
a definite palpable lumbar swelling. If the appendix in that
position happens to be long it reaches upwards into the
hepatic pouch, and when inflamed it frequently ruptures at
the tip and causes a swelling there, which is generally
mistaken for a liver or kidney tumour (see Fig. 3).
3. If the inflamed appendix hangs over into the pelvis, the
resulting abscess may be found as (a) a limited swelling
fixed to the pelvic brim and most readily discovered by
bi-manual examination (the hand on the abdomen and a
finger in the rectum) ; or (b) the pus may fill the pelvis in
varying degree till the recto-vesical or recto-uterine pouch,
FIG. 1. FIG. 2. FIG. 3. FIG. 4. FIG. 5.
In a previous series of papers on Appendicitis, published
in the Edin1Jurgk Medical Journal for March, April, and
May, 1897, I drew attention to the clinical importance of
the anatomical position of the appendix, and again wish to
point out its diagnostic and prognostic significance. For
surgical purposes the anatomical positions of the appendix
may be described as : (1) on the inner side of the cascum
and pointing upwards into the area occupied by the small
intestine ; (2) on the outer side of the caecum, and pointing
to the gutter on the outer side of the ascending colon which
leads above into the hepatic pouch ; (3) below and internal
to the casoum and pointing into the pelvis; (4) behind the
caecum in the sub-caecal fossa ; and (5) behind the ascending
colon and resting upon the peritoneum and fascia, or fascia
alone, covering the psoas muscle. An appendix in either of
distended by pus and roofed over by intestine and omentum,
comes to resemble a distended bladder or an ovarian cyst
(see Fig. 4).
4. An abscess in the sub-cascal pouch pushes forward the
caecum, which may be felt gurgling over it, or giving a
resonant note on light percussion. This abscess is usually
small, occasionally it is a little moveable from side to side,
and lies deep in the iliac fossa. It may be confounded with
the more chronic and less tender tuberculous or malignant
tumour at the ileo-caseal valve (see Fig. 5).
5. An appendicular abscess behind the ascending colon
and lying on the psoas muscle produces a lumbar tumour and
flexion of the corresponding thigh (see Fig. 6).
The difficulty of diagnosis in pelvic cases, especially in
women, requires special mention. The combination of
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ovarian cyst with appendicitis is not rare, and the difficulties
of diagnosis are thereby increased. As a typical and not
very rare example of this combination I may quote an old
case.
CASE 2.-A. woman, aged 31 years, a patient under the cre of Dr. A. H.
Davis, Sunderland, on the evening of April 4th. 1895, felt a pain in the
abdomen, but not severe. She took an aperient pill and at 2.30 A.M.
was awakened with severe pain. A dose of saline aperient and the
application of hot flannels relieved her. In the morning she took a cup
of tea, which she vomited. She had hiccough and her bowels were not
moved. On the 15th. at 10 A.M., she was seen bv Dr. Davis, who found
her with a pulse of 80 and a temperature of 100&deg; F., and complaining of
general abdominal pain. Her cheeks were flushed, her feet were cold,
her knees were drawn up, her mouth was dry. and she was very thirsty.
The abdomen was generally tender, but this was most marked in the
1’1G. 6.
hvpogastrium. An enema given in the evening had no aperient
effect, but was followed by intense pain and a feeling of faint-
ness. She vomited once. The temperature was 101’2&deg; and the
pulse was 90. There were occasional chills. On the 16th the pain
became more definitely referred to the right side of the abdomen,
which was swollen, rigid, a,t.d tender. On the 17th Dr. Davis found a
lump in the right iliac fossa; on the 18th a consultation with Dr. D.
Drummotid was held, and a pelvic swelling was found in addition to
the tumour in the right iliac fossa. I saw the patient first on the 19th
(15 days after the illness had commenced) Previoii sly she had always had
excellent health now she was pale and ill-looking ; her tongue was red
and moist; her pulse was 100. and her temperature was 100&deg;. In the
right lumbar region, and extending into the right iliac fossa, a tender,
resisting, ill defined swelling was felt. Per vaginam the pelvis was
filled with firm exudate fixing the uterus. A temperature chart kept
since the beginning of the illness was strongly suggestive of the pre-
sence of pus.
Operation was performed on April 20th. The abdomen was opened
by an oblique incision in the direction of the external oblique fibres with
its centre over the csecum. The caecum was found to be glued down
over a maqs in the right iliac fossa. The pelvic brim was covered by
adherent intestines, beneath which a fluctuating swelling was felt
filling D (Uglas’s pouch. The intestines above the caecum were free from
adhesion. The abdomen was packed and covered with an antiseptic
towel and the patient was placed in the lithotomv position. After
vigorous cleansing ot the vulva and vagina an incision was made in
the posterior vaginal fornix close behind the cervix uteri and about
one drachm of purulent fluid escaped. A pair of forceps pushed closedinto the opening and drawn out open led to no further result. Between
one hand on the abdomen above and a finger in the vagina wound below
a cystic swelling could be distinctly felt. The patient was now replaced
on her back with an antiseptic towel over the vulva, and the abdominal
wound was prolonged backward to the loin and forwards to the
middle line, the deep epigastric artery being secured before its
division After separating the adherent intestines the cystic swelling
in the pelvis was now seen to be ovarian. It was torn out whole and
the oozing bed in which it had been adherent was immediately packed
with sponges. The remainder of the abdominal cavity was also packed
off with sponges and the separation of the caecum from the parietes on
the outer side undertaken. On tearing through the outer layer of the
mesocolon an abscess containing at least two ounces of stinking pus
was evacuated. The appendix was searched for by raising the whole of
the esecum from the outer side. It was seen and felt firmly adherent to
and Battened on the under surface of the exposed caecum, where it was
left after an attempt to separate it showed that this was unlikely to be
accomplished without tearing the intestine. The appendix cavity was
sponged dry and carefully packed with iodoform gauze strips, the ends
of which were left banging out from the loin end of the wound. The
sponges packing the abdomen and pelvis were next removed and all
oozing was found to have ceased. A second cyst was now found in the
pelvis and removed. The left ovary and tube were found in their
normal position and seemed healthy, though adherent. They were notinterfered with. A pair of long clamp forceps were introduced
through the abdominal wound down to the opening in the upper part
of the vagina, and, guided by Dr. Davis’s finger in the vagina, were led
outside the vulva, where they were opened and made to seize a thick
strand of iodoform gauze, the upper end of which was drawn in sc
that it just reached into the pelvis, the lower end lying within the
vulva. The entire abdominal wound was closed with silk except where
the gauze drain and an india-rubber tube were left projecting behind.
The first cyst removed was an ovarian dermoid of the size of a cocoa-
nut, the second was a parovarian cyst of the size of a turkey’s egg. ThE
patient made a good recovery, but 10 months later I had occasion tc
open a second acute appendicular abscess. Since that time she haf
remained well.
Further difficulties in pelvic cases are illustrated by the
following examples.
CASE 3. Pelvic appendicitis in a female; pus draining through the
Fallopian ttt&e.&mdash;A single woman, aged 27 years, was admitted to the-
Royal Infirmary, Newcastle, on Sept. 26th, 1899. On the 21st, while
in her]. she felt a sudden pain about the stomach and vomited. On
the 22nd she took castor oil, which was vomited. An enema
administered later brought away some fsecal matter. On the 23rd
the pain settled in the right iliac region and she continued to
vomit. On the 24th and the 25th she had difficulty in passing
urine but her bowels were moved. The pain and vomiting con-
tinued. On the 26th she was admitted to the infirmary at 9 A.M. On
admission she was flushed, bad a coated tongue and a temperature
of 100 8&deg; F. and a pulse of 120. The whole abdomen was slightly dis-
tended, tender, and rigid. The note over the lower abdomen was dull
on light percussion. Per rectum nothing was found. The patient was
menstruating and passed through a normal period. After her admission
the pain abated, the vomiting ceased, and four days later her tempera-
ture became and remained normal. On Oct. 5tb. 10 days after her
admission, as a pelvic swelling was still palpable from the abdomen,
she was examined under an anaesthetic. An indefinite firm mass was
felt in the left iliac region. Per vaginam the hymen was found to be
intact and the vagina virginal. A soft fluid immoveable swelling,
apparently of the size of a foetal head. bulged into and filled the anterior
and lateral vaginal fornices. The bladder was emptied by a catheter
and the swelling found to be entirely in front of the uterus. This was
confirmed by the uterine probe. On withdrawing the uterine probe
some foetid pus escaped from the cervical canal. The diagnosis sug-
gested was that of suppurating dermoid ovarian cyst ruptured into a
Fallopian tube.
Operation was performed on Oct. 10th. The abdomen was opened
from the umbilicus to the pubes, when the pelvis WaS seen to be filled
by a mass covered by adherent intestine. The abdominal cavity was
packed with sterile gauze and the patient was placed in the Trendelen-
burg posture. On separating the intestinal coils a large quantity of
very offensive pus escaped and was quickly mopped up. The pouch of
Douglas was practically a large abscess cavity and the abscess extended
upwards into the left iliac fossa. A taecal concretion was found lying
at the bottom of the pelvis, and on drawing the adherent caecum
forward a sloughy opening of the size of a sixpenny piece was
found in it at the position occupied by the insertion of the appendix.
The whole appendix had sloughed off. The right side of the abscess
had been drained by the right Fallopian tube, which was slightly
thickened but pervious, and had stinking pus in its lumen. The-
opening in the caecum was sutured, the right Fallopian tube was
excised, and a large drain opening was made from the bottom of
Douglas’s pouch into the vagina ; the abdominal wound was entirely
closed except at the lower end, where a glass tube was left. Cultiva-
tions from the gauze drain removed on Oct. 14th, four days after the
operation, showed the bacillus coli communis only. Onthel8th,eight
days after the operation, there was a free discharge of fsecal matter and
pus from the vagina, and the temperature rose to 102&deg;. This discharge
continued, and on the 24th she was very ill, with a profuse discharge of
fteees and pus from the vagina and from the lower part of the abdo-
minal wound, and a temperature of 103&deg; in spite of frequent douching
through a tube introduced into the vaginal opening. Constant irriga-
tion was now adopted, and the cavity was flushed through from the
vagina to the abdominal wound with sterile hot saline solution day and
night. If the irrigator was stopped for a few hours her temperature
rose and the irrigator had to he restarted. It was continued until
Nov. 9th. She was discharged nearly healed on the 20th. In September,
1900, sbe returned to have a small ventral hernia, of the size of the
drainage-tube, at the lower part of the ventral scar, operated upon.
She was in good health, and bimanual examination could discover no
sign of adhesions or any other abnormality in the pelvis.
CASE 4. Petvic abscesses in a male simulating distended bladder ;
a6.’!ce.’.< opened and drained through the abdomen; subsequerd rupture
into the recttim, sinus persisting.-A young man, aged 18 ..,ears, was.
admitted to the Royal hfirmary, Newcastle, on May 9th, 1900. He was ’
in good health until 10 days previously, when he was awakened out of
sound sleep at 2 A.M. with a severe pain all over his abdomen and vomit-
ing. Since that time he had slept little on account of the pain, had-
perspired profusely at nights, and had frequently vomited. He had
had no urinary trouble. On admission he was slightly jaundiced. His
pulse was good (77), and his temperature was 100’20 F.; his tongue was
coated with a thick brown fur. The pain came on in paroxysms, making
him cry out. His abdomen was enlarged above the pubes bv a rounded
elastic swelling resembling a distended bladder (see Fig. 4). The
bladder waR emptied by a catheter, but this made no change in the
swelling. Per rectum the pelvic floor wae bulged down by a tender
swelling which felt like a cyst projecting against the anterior wall
and continuous with the suprapubic swelling. Distinct intestinal
! movements could be felt in the right iliac region.
The abdomen was opened from the umbilicus to the pubes. Some
ree clear fluid escaped on opening the peritoneum. The intestinal’
’ coils in the lower part of the abdomen were congested and matted
together with purulent lymph. The eaeeum was so covered up by
adherent intestine that it was considered to be too dangerous to-
earch for the appendix. The upper portion of abdomen was packed’
off and the patient was turned over on his side. By separating the
adherent intestine above the pubes a large collection of foul pus was
.1 tapped and a glass tube was introduced into the cavity and packed
round with iodoform gauze. The entire wall of the abscess was formed
buy adherent intestinal coils. The bladder was protected by adherent
b small intestine from contact with the pus, hence the absence of
1 bladder symptoms usual in pelvic peritonitis from this or other cause.
On May 13th, three days after the operation, he was much better, but
1 still slightly jaundiced. The gauze packing was removed; the
c discharge from the wound was fsecal. On the 20th his temperature
was 102&deg;. He was complaining of abdominal pain and of rectal
tenesmus. On the 22nd a distinct soft bulging was felt in the
anterior wall of the rectum. The rectal mucous membrane over this
. wasceriematous. He still had tenesmus. On the 23rd it was decided to
L- open the abscess in the recto-vesical pouch through the anterior wall of
the rectum and an enema was given. A quantity of pus was passed’
with this and relief followed. Nothing further was <’one and he left
s the infirmary on June 10th in good health, but with a sinus at the
lower end of the abdominal wound, which still persists (September).
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The importance of bi-manual examination in the male may
be illustrated by the following case :-
CASE 5.-A man, aged 41 years, was admitted to a private hospital
on June 20th, 1900. He, had previously had many slight attacks similar
to the present. On June 13th. at 3 A.M., he was awakened by a violent
pain, which did not pass off as others had. The following morning he
was seen by Dr. McBean, who found his temperature raised. He had
vomited, but only slightly. An enema which was administered moved
his bowels and gave him considerable relief. He was kept in bed, as
the abdomen remained tender in the right iliac region. During the
14th he was a little sick, the pain was less, his bowels were moved, but
the temperature continued at 100&deg; to 101&deg; F. On the 15th the question
of operation being raised, he was seen in consultation with Mr. W. G.
Richardson, who then found him lying in bed comfortably on his back
with his legs fully extended. He could move freely in bed ; there was
no sickness; the tongue was dirty; the temperature was H90 and his
pulse was 90. He looked well. In the right iliac region there was a
distinctly tender point, but no lump to be felt, and palpation was easy.
On the 20th, the day of admission, the patient, a stout, robust man,
was not looking so well. The tongue was dirty ; the temperature was
1000; there were more local tenderness and rigidity in the right iliac
fossa, but no definite swelling. Bi-manually (a finger of the right hand Iin the rectum and the left hand on the front of the abdomen) a definite tender tumour of the size of a large orange could be felt hanging into
the pelvis and fixed to the pelvic brim.
Operation was performed on June 21st. On opening the abdomen Ithe caput caecum was seen to be adherent low down to the brim of the
pelvis with a loop of ileum, which was congested and dilated. The
abdominal incision was extended from the back of the ilio-costal space
to one inch above the svmphysis pubis. the deep epigastric vessels being
clamped before their division. The peritoneal and pelvic cavities were
then packed off with gauze and an abscess containing gas and stinking
pus was easily opened by separating some flimsy adhesions in the angle
between the caecum and ileum. The abscess was cleansed and the
.appendix was seen hanging over the brim of the pelvis. It was yellow
and entirely gangrenous ; it only required to be pulled off the oseoum like
a slough. The abscess cavity was drained into the loin and packed with
iodoform gauze, which was brought out there. The pelvic cavity was
drained by a glass tube in the middle line in the inner angle of the
wound, in case any infection of the pelvis had occurred before or during
the operation. The wound between the drains was entirely closed.
Two days after the operation the pelvic tube was removed. On
July 18th, a month after the operation, the patient went home with
two small granulating sores. Three months later, these surfaces never
having been quite healed, he did not feel so well as usual. He was sickly
and off his food. When lying in bed he smelt a strong odour and
found that warm fluid was trickling down his side. On examination it
was discovered that an abscess had opened at the outer angle of the
wound, which had been healed for two months, an exit thus being
given to about one ounce of pus.
Many patients with appendicular abscess (more than is
generally admitted) recover if left alone, and the majority
do so by a discharge of the pus into the intestine, the
caecum, or the ileum, close to the ileo-cseoal junction, being
the seat of election. The quantity of pus escaping from the
abscess may be so large as to be recognisable by anyone
when it has been discharged from the bowel, or it may bE
so small and undergo such changes in its passage as to elud(
skilled observers. I have on many occasions whilst operat
ing demonstrated the communication between the abscess
cavity and the interior of the bowel by passing an instrumen
into the latter (see Case 6, Case 3, and Case 11).
The discharge of an abscess through the abdomina
parietes appears to be usually considered the most ordinar;
method of spontaneous cure of the abscess, but allowing dm
deductions to be made for preventive operation it is com
paratively rare. Every such case is recognised, but the dia
.gnosis of pus discharging into the bowel can seldom be mad
on account of the difficulty in its recognition except b
operation or by post-mortem examination. I have previousl
recorded (in the Edinburgh Medical Journal) a case in whic
an appendicular abscess discharged externally and into th
bladder with the result that the patient recovered, and i
the same paper I report a case in which the abscess dil
charged into the pleura with a fatal result, though it :
possible for a cure to be brought about in such instances b
the discharge of pus either through the lung or the che:
wall. I have also observed several cases of pelvic abscesse
probably the result of appendicitis, cured by the discharge c
pus through the rectum or vagina.
When the tender swelling has been recognised a suddE
return of severe pain, followed by collapse, sometimes fat
in a few hours (as in a case recorded in the paper befo
mentioned), and followed by symptoms and signs of gener
peritonitis, indicates rupture of the abscess into the gener
peritoneal cavity. The following case illustrates some
these points.
CASE 6 -A man,.aged 23 years, was sent by Dr. P. R Ingram
’Wallsend to a private hospital on March 15th, 1900. When at work
March 3rd he felt pain in his abdomen and went home. Dr. Ingr!
. saw him and sent him to bed. On the following day Dr. Ingram fou
a definite swelling in his right iliac fossa, and trom the symptoms a
signs recognised the case as one of severe appendicitis and advis
immediate operation. The patient and his friends resented this si
gestion and the ordinarv methods of medical treatment were adopt,
’The patient progressed favourably ; indeed, he seemed so well as to
convalescent, until March 13th, when reaching out of bed to get some-
thing he was suddenly seized with intense abdominal pain. Dr. Ingram
saw him shortly after and found him in a condition of collapse, with cold
extremities, feeble rapid pulse, and frequent vomiting. On the following
day I saw him. He then had all the symptoms and signs of general
peritonitis. We discussed the question of operation, but, recognising
the grave condition of the patient, the seriousness of an operation in
his condition, and the improbability of any good result, we decided
to wait and watch for further attempts at localisation of the pus
which we felt sure was present. On the following day he was driven
carefully in an ambulance bed to the private hospital. On admission
his condition was found to be no better than on the previous day. On
March 16th, at 2 P.M.. the patient appeared to be dying and there
were signs of a large quantitv of fluid in his abdomen. With just
sufficient chloroform to dull his sensibility a short incision was made
above the pubes through which a glass drainage-tube was introduced
into the pelvis. A large quantity (about a quart) of pus and stinking
fluid escaped. He died at 4 P.M.
Post-mortem examination showed general peritonitis. There was a
large quantity of pus in the pelvis, with much lymph and matting of the
whole intestines. The left side of the abdomen was least involved and
there was no fluid there. The hepatic pouch was a large abscess cavity
filled with pus and altered blood. The cavity was lined by soft lymph and
extended as far down as the brim of the pelvis. On the outer side of
the oseoum and the ascending colon there were several (five or six)
perforations from a quarter to three-quarters of an inch in diameter,
which appeared as if caused by the escape of pus in the bowel. The
inside of the czecum and colon was iLflamed and the esecum con-
tained blood little altered. The inflamed appendix lay along the outer
side of the ascending colon with its tip extending into the hepatic
pouch. The tip was sloughing and perforated. No enterolith was
present.
The abscess, although of appendicular origin, may be in
a position remote from the appendix and may show itself at
a considerable distance of time atter the original attack
(Case 5). The following cases will illustrate this point and
also prove that general septic peritonitis can be spontaneously
recovered from, a fact perhaps not sufficiently recognised.
CASE 7. Appendicitis and general peritonitis; recovery from general
peritonitis dcath jrom peritoneal abscess due to localisation of a
general infection.-A girl, aged 19 years, was admitted to the Royal
Infirmary, Newcastle, on August 30th, 1900. She was in her usual
good health until 11 days before, when she was suddenly seized with
a very severe pain in the right iliac region which made her sweat
and vomit. She had had similar attacks previously, but not so
severe, and they had always passed off in a few days. On this occasion
the pain had got less, but had never left her. She had painful frequent
micturition, but no retention, and her bowels acted regularly every day
without diarrhoea or tenesmus. Her abdomen swelled and was very tender
especially at the lower part. She had gradually got weaker, because,
as she said, she had had no sleep at all since her illuess commenced and
j had not been able to take any food. On admission she looked very ill ; her
face was flushed and slightly cyanotic (suggesting pneumonia), her pulse
was 100 and soft, and her temperature was 99’60 F. The upper part of
! her abdomen moved freely with respiration ; below the umbilicus there
) was no movement and there was a definite swelling like a six months’
< pregnant uterus. A catheter drew off four ounces of urine but did not
’ affect the swelling. No definite mass or tumour could be felt. The
hypogastric tumour and the right flank were dull on light percussion;
- both were resonant on strong percussion. No bulging could be felt per
3 rectum or per vaginam.On opening the abdomen the omentum was exposed adhering to theright side of the anterior pelvic peritoneum. Behind it were matted
small intestines extending down to Poupart’s ligament. An opening
41 was made by separating a coil of small intestine from the brim of the
pelvis when foul pus and gas began to escape. This was mopped away
steadily as it appeared and took some time to discharge, as 30 or 40
a ounces were estimated to be present. When the discharge finally
ceased the cavity was freely opened up and packed with gauze. It
occupied the whole available pelvis. The appendix was found lying
’ 
on the outer side of the caecum and was there adherent. It was
C gangrenous at its tip which was lying loose. In close relation to it
9 was an enterolith. The appendix was removed and the abdomen was
,, 
about to be closed when pus was seen oozing from above. A collection
" 
was then discovered in the liver pouch. This was mopped up and theh pelvis and this cavity were drained by large indiarubber tubes and
e gauze brought out at the back. The patient was very ill immediately
n after the operation but rallied completely in four hours. 10 hours after
3- 
the operation she died.
’ On post-mortem examination the opening on the right side made at
t8 the operation led into the large abscess cavity formed by the pelvis and
,3r roofed in by matted small intestine and omentum. Under the right
t lobe of the liver there was a granulating cavity with a trace of pus in&deg; it. The rest of the peritoneal cavitv was free from pu*=, but every-
S, where there was a little sticky lymph and some recent flimsy adhesions
of (evidence of recent general peritonitis). The margin of the right lobe
of the liver was adherent to the parietal peritoneum, and on tearing
through these adhesions a large quantity (fully two pints) of very foulan pus similar to that found in the pelvis escaped. This sub-diaphragmatic
al abscess had pushed the diaphragm to the level of the upper border of
re the third rib anteriorly and laterally. Below, it was confined to the
al right lobe of the liver. There was some clear fluid in the left pleural"
cavity.
al CASE 8. Appendicitis; general peritonitis, which had become
of localised; abscess; acute septicaemia; death-A female, aged 51
years, was admitted to the Royal Infirmary, Newcastle, on Sept. lst,
1900. She was perfectly well until six weeks before, when her illness
of commenced suddenly with pain in the right side and vomiting. A bad
on attack of "inflammation of the bowels" followed this and for some days
tm she was very ill. She gradually improved until two weeks before her
nd admission, when she bad another attack of pain. The lump in the side
nd was only noticed two days before. On admission she looked ill and feeble,
ed her temperature was 101&deg; F., her pulse was quick, and her abdomen
Ig- was distended. In the right loin there was a large swelling like a
ed. kidney tumour, which projected anteriorly and extended inwardsbe close to the umbilicus downwards as far as the anterior superior
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iliac spine, and upwards as far as the costal margin. On percussion
the swelling was dull in the loin and over the greater part of the front.
Operation was performed on Sept. lst. On opening the abdomen
the colon was found to be densely adherent to the parietes. In front
of the colon and lying between it and the anterior abdominal wall
immediately below the liver a large collection (two pints ?) of pus was
opened. No prolonged search was made for the appendix. The abscess
was drained with a large tube and gauze. On the 2nd, the day
following the operation, in the morning she was fairly well; her pulse
was 128 and her temperature was 99.6&deg;. About mid-day she became
delirious. From this time her temperature gradually rose, the delirium
increased, and symptoms of acute septic poisoning developed. She
died on the 6th with a temperature of 106&deg;.
At the post-mortem examination the abscess which had been opened
lay on the hepatic flexure of the colon and was limited above by the
liver. There was no collection of pus in the liver pouch, which was
obliterated by dense adhesions. The pelvic cavity was filled with pus
and liquid faeces and was shut off from the rest of the abdomen by a
roof of matted small intestine. The general peritoneal cavity was
obliterated by adhesions, most marked on the right side and diminish-
ing towards the left. The small intestines were universally adherent
by long flimsy adhesions, producing an appearance as if the intestines
were wrapped up in a network of fine cord with meshes. Both liver
and spleen were fixed by firm adhesions. The appendix was lying on
the outer side of the cseoum; there was an old perforation within half
an inch of its cseoal attachment. On the lower part of the caecum
there was a perforation three quarters of an inch in diameter, which
looked as if it was due to ulceration from without into the bowel.
There was marked colitis but no ulceration of the colon.
CASE 9. Appendic111ar abscess opened and drained; general peri-
tonitis ; recovery; death,from residual abscess.-A miner, aged 24 years,
was admitted into the Royal Infirmary, Newcastle, for the last time
on Dec. 5th, 1899. Seven months before he had been in the Infirmary
under Mr. Morison’s care for acute appendicular abscess. He was very
ill at that time, and it was doubtful whether the peritonitis was still
localised or had then become general. On May 25th, 1899, with a
minimum of anaesthetic his abdomen was opened on the right side and
a large quantity of pus escaped. He was discharged well 23 days
afterwards and went to work six weeks later. For six months he felt
quite well and did his work, which was heavy (hewer in the pit),
regularly, and he was often drunk. Two months before he had
been found asleep and drunk on the railway, where he had
probably been lying for some hours, and was very cold when
discovered. Next day be did not feel well, was sickly, and vomited
after taking an aperient. After staying in bed for a fortnight he
noticed a small lump of about the size of the end of his finger near the
middle of the old sear.- This burst and flatus escaped from it. On
admission he was much emaciated and ansemio. with a weak pulse and
a temperature varying from 99&deg; to 102.6&deg; F. There was a faecal fistula
at the centre of the old incision discharging a quantity of pus and
fluid faecal matter. No mass was to be made out and nothing further
was discovered on bi-manual or rectal examination. He continued
steadily to lose ground and had a regular morning fall and evening rise
of temperature, with profuse night sweats, but no definite indication
for operation could be found. On Dec. 17th (12 days after admission)
he was suddenly seized with a sharp pain in his right chest and diffi-
culty in breathing. He was much collapsed and looked as though he
would die. Next day all 1 he physical signs of consolidation were found
and acute lobar pneumonia was the diagnosis made. During the
following days his general condition improved and his temperature
and other symptoms and signs entirely accorded with the diagnosis. A
crisis occurred on the 2Zud and the temperature rapidly declined,
becoming subnormal on the 25th, when he died unexpectedly.
Post-mortem examination showed that the faecal fistula led down
into the pelvis and its internal orifice was found to open into the
ileum about three inches from the ileo-csecal junction. The appendix
was discovered on the inner side of the caecum, pointing inwards and
upwards, and close to it an enterolith was lying free. There were cica-
tricial changes in the appendix and a perforation was discovered in it
when surrounding adhesions had been separated. There was no pus and
there were few adhesions in the neighbourhood of the appendix. In the
rest of the abdomen the intestines were all matted by old firm adhesions,
especially marked in the pelvis ; between the adherent coils there were
numerous small pockets of pus. The whole of the organs in the upper
abdomen were densely adherent. In separating the right lobe of the
liver an immense abscess was opened into ; it was bounded on the
inner side by the liver, on the outer by the chest wall; betow, it had
gone through the right kidney capsule and destroyed some of its
substance (it had not invaded the liver); ab )ve. it had gone through
the diaphragm by a sloughy opening large enough to admit a finger,
and there was fully a quart of pus in the right pleura. The lung was
compressed but was not solid as had been supposed.
Treatment.-Operative treatment alone requires considera-
tion. It is dangerous and neglectful to leave pus alone in
the peritoneal cavity. In the case of pelvic abscess thought
to be due to appendicitis, if the pus can be liberated per
rectum in the male and per vaginam in the female this is
undoubtedly the safest measure and should consequently be
the method of choice. If there be a painful bulging into the
anterior wall of the rectum of the male, and there is oedema-
tous mucous membrane over it, and if these are accompanied
by rectal tenesmus and passage of mucus, or if in the
female the posterior vaginal wall above, in contact with the
pouch of Douglas, is distended, this plan is indicated. This
operation I have done many times and find that it is both
simple and safe. Its one drawback is that the appendix is
left and in a considerable percentage of cases causes further
trouhle. Of this fact the patient should be warned and
told to come back for the removal of the appendix at the
earliest period if the pain recurs.
The operation -With the patient under an anaesthetic and
in the lithrtomy posture the skin surrounding the anus and
genitals should be cleansed, shaved, and antisepticised. In
the case of a male patient the anal sphincter is next dilated
and the rectum is cleansed with boric lotion. The upper
part of the rectum is then packed with iodoform gauze,
which is secured by a pair of forceps or silk. With a Sim’s-
vaginal speculum the posterior wall of the rectum is
retracted and the index finger of the left hand of the
operator feels for the most bulging cedematous spot on the
anterior rectal wall. A metal catheter in the bladder
empties it and serves as a useful guide as to the position of
the prostate, above which the rectal puncture has to be
made. A long strong hypodermic needle is guided by the
finger in the rectum up to the spot indicated and is pushed
through into the swelling. If pus can now be withdrawn, as
is generally the case, a director is forced into the abscess
guided by the needle, and the latter is then taken out. A
pair of forceps pushed along the director and dragged out
open makes a large hole for the pus to escape. The forceps
should be dragged out in such a way as to make the opening
vertical. If it is made transverse the large vessels yunning
vertically downwards may be torn across and cause serious
haemorrhage. During this time the director should be held
in position in the abscess cavity to serve as a guide for a
strand of iodoform gauze, one end of which should be left,
in the abscess and the other outside of the anus. The protect-
ing iodoform plug should then be removed from the rectum
and the operation is complete. The after-treatment consists
in keeping the external parts clean, dusting with boric
powder, and the frequent renewal of an antiseptic pad. In.
48 hours the gauze-plug is removed by drawing on the out-
side end. In females by the same manoeuvres the pouch of
Douglas is drained through the vagina. The following case
illustrates such treatment in a virgin female.
CASE 10.-A girl, aged 19 years, was admitted to the Roval Infirmary,
Newcastle, on August 14th, 1899. Five weeks before, at 10.30 A.M., she had
a severe attack of cramp-like pain across the lower part of the abdomen
which doubled her up and made her feel so ill that she was at once-
obliged to go to bed. As soon as she got into bed she vomited. She
had to stay in bed for three weeks, and her pain was onlv relieved
when she got "pills." She had had no bladder or rectal trouble and
her bowels had been regular. She had been treated during the last.
two years for anaemia and had seldom menstruated. On examination
of the abdomen a tender indefinite mass could be felt filling the hypo-
gastrium. Per vaginam the vagina was small and virginal. The-
posterior fornix was bulged downwards by a tender swelling, filling the
pouch of Douglas, and a uterine probe showed the uterus to be lying
above and pushed forward by this swelling. The diagnosis arrived at
was that of ovarian cyst inflamed and impacted in Douglas’s pouch.
The abdomen was opened between the umbilicus and pubes and the
pelvis was found to be hidden by inflamed adherent intestinal coils.
The patient was next placed in the lithotomy posture and a hvpo-
dermic needle was guided through the vagina into the swelling behind
the uterus. This demonstrated the presence of pus. The vagina and
its outlet were enlarged by an incision in the ischio-rectal fossa of the
same sort as is made in lateral lithotomy, and a further incision in the
posterior fornix allowed of the escape of about a pint of pus. The-
cavity was packed with iodoform gauze and the abdominal wound was.
entirely closed. On Oct. 3rd, 1899, she returned to report herself as.
entirely recovered.
In women the catheter should be passed every six or eight
hours till the plug is removed, and as this causes no per-
ceptible irritation it can be left for a longer time than it can
be in the rectum where it is apt to give rise to some dis-
comfort. The after-treatment is otherwise similar. No-
douching is necessary.
In my previous paper in the Edinburgh Medical Journal,
already referred to, the following sentence occurs: "My
position with regard to appendicitis with abscess is this:
that in the majority of instances the appendix should be
removed at the same time that the abscess is evacuated, and
that this can be done without risk and with great advantage
to the patient, but that in a minority of cases the operation.
should be confined to the treatment of the abscess." Since
this was written the minority has dwindled, and at thepresent time I advise the removal of the appendix in nearly
every case, feeling that where it has been left the operation
is an incomplete one (Case 2). The following case is also a.
striking example.
CASE 11.&mdash;A man, aged 23 years, was admitted to the Royal Infir-
mary, Newcastle, on Dec. 23rd, 1899. Three years before the patient had
an acute attack of " inflammation of the bowels," followed by abscess.
The attack came on suddenly with pain all over the abdomen, becoming
localised in a few days in the right iliac region. where a swelling
appeared. At the end of five weeks he was very ill and Mr. Morison
was called in and operated at once, letting out a- large quantity of
matter. A tube was left in for three weeks and the wound healed in
two months. At the end of three months from the commencement of
his attack he went to work feeling quite well. Six months after the
operation the patient had another similar attack and a lump formed
in the same position as before. After two weeks the swelling
got so large that another operation was advised by his medical man.
Immediately afterwards he had a copious loose motion containing &
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large quantity o&icirc; yellow matter, and by the next day the swelling
was gone and he was able to get up. Since that time he had had four
or five attacks at intervals of a few months, never lasting more than
a few days and never severe. Three days before admission his last
attack commenced and on the second day he observed a swelling. On
admission his temperature was 930 F. and his pulse was 99. The scar of
the old incision was seen in the right iliac region. His abdomen was rigid
and tender on the right side, and in the right iliac region there was a
definite swelling. It was immediately above the centre of Poupart’s
ligament, was resonant on light percussion, and was of limited area. At
the operation, after the evacuation of some pus, the perforated appendix
was found lying in the sub-ceecal pouch and was densely adherent.
The operation should be done with the object of draining
the abscess and removing the appendix and to do this
safely undoubtedly requires great care and some practice.
It also demands that the patient should not be too seriously
ill to tolerate a fairly long operation ; that skilled assistance
shall be available ; and that the surroundings can be so
.adapted as to approach a hospital standard.
Preliminary treatment.-Except in acute and urgent cases
five grains of calomel should be given by the mouth and five
hours later a pint enema of salt water. During this time
the skin of the right side of the abdomen and back can be
prepared as for an ordinary operation, bearing in mind the
fact that rough scrubbing may cause diffusion of a localised
’collection of pus. The patient, surgeon, assistants, nurses,
instruments, &c., are prepared with the same care as for any
’other operation. The incision (for advantages of this see my
,previous paper in the Edinburgh Medical Journal) is made
on a line drawn from the back of the right ilio-costal space
at its centre to one inch above the symphysis pubis (see
Fig. 7). It is commenced in the middle third of this line,
FIG. 7.
-and the abdomen is, when possible, opened here for about I
three inches. In ordinary abscess cases it is then prolonged
to the back of the ilio-costal space and in difficult cases
anteriorly to the linea alba. In dividing the abdominal
wall branches of the circumflex iliac artery will be
encountered behind, and in front, close to the edge of the
rectus muscle, the deep epigastric vessels are met with ; as a
rule the incision stops here, but should they require division
it is important to expose them by dissection with the knife
from the front and to clamp before cutting them, as if the
abdominal wall is divided with scissors and the vessels
are not seen and secured they retract as soon as cut
into the loose sub-peritoneal tissue and are difficult
to find. Through the preliminary short incision the
peritoneum in ordinary cases is opened and the dia-
gnosis and position of the abscess are verified. When
the abscess is adherent to the abdominal wall the muscles
overlying it are oedematous, and as the pus is approached the
# tissues become more infiltrated and dense. Instead of opening
the abscess by a continuation of the dissection I prefer at
this stage to extend the incision to the back, to open the
peritoneum where it is free posteriorly, and to pack off the
peritoneal cavity all round the adherent abscess before open-
ing it from the outer side. When the abscess is lying on the
outside of the cascum or ascending colon it is opened by this
incision and can be fully exposed from the back and outer
side, allowing the appendix to be excised without disturbing
surrounding adhesions or opening the general peritoneal
cavity. In very acute cases the cellular tissue and muscles
of the abdominal wall will be cedematous even though the
abscess is not adherent to the parietes. In some cases the
caecum and colon are adherent to the parietal peritoneum and
without due care may be injured in dividing the anterior
abdominal wall. This is to be avoided by recognising the
peritoneum when reached and by pinching it up between
the fore-finger and thumb. A non-adherent peritoneum rolled
between them feels thin, can be drawn forward, caught by
two pairs of haemostatic forceps and opened. If the bowel
is adherent underneath the peritoneum cannot be drawn
into a thin fold and must be opened by careful dissection.
In all cases when the abdomen has been opened fully the
first step is to pack the peritoneal cavity with long thick
strips of sterile gauze wrung out of normal saline solution
(see Fig. 8). Need I add that two responsible persons should
FIG. 8.
1, Gauze in general peritoneal cavity. 2, Gauze in hepatic
pouch. 3, Ceecum. 4, Abscess. 5, Omentum. 6, Gauze in
pelvis.
count these strips independently ; that the number should be
written down before the operation ; that strips must never be
cut ; and that when the operation is finished the strips of
gauze should be again carefully counted ? ? The packing must
be done with great care to avoid the separation of adhesions
and possible escape of pus, and this is best accomplished by
opening the wound and drawing forward the anterior
abdominal wall with retractors.
The chief object of this operation is to carry out every
step with the parts to be manipulated well exposed to view,
and until this can be done satisfactorily the operation wound
must be enlarged. By the a’d of suitable retractors. and with
the incision previously mentioned carried as far forward as
the middle line, the most difficult conditions in the lower
abdomen or pelvis may be dealt with (see Case 2). When the
peritoneal cavity has been fully protected as described the
next step is to empty and to cleanse the abscess. This is to be
entered from its outer side by pushing the cascum and
ascending colon inwards, and upwards, too, if needful. A
steady and slow separation with the fingers allows the pus to .
escape gradually and it can be mopped up with gauze as
soon as it appears (see Fig. 9). If there is a large collection
of pus its escape is expedited by turning the patient over
towards the right side and enlarging the opening. As soon
as the pus ceases to flow from the cavity the abscess is more
fully exposed by the separation of adhesions. Its cavity is
wiped out with gauze and the appendix is searched for. It
may be seen at once or may be most difficult to discover
even after a prolonged search. Occasionally it may be felt
when it cannot be recognised, its appearance being much
altered by the conditions present. The superior longi-
tudinal band of the cascum leads to its base, but this cannot
. 
always be followed. A stercorolith in the cavity of the
I abscess is usually lying close to a perforation in the appendix
and may guide to it. A rounded thick body felt between
the finger and thumb may turn out to be the appendix.
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With-due care it can very rarely remain undiscovered. Then ’,
the abscess cavity is to be packed with clean gauze and
the appendix is excised. The method of accomplishing
this varies with the conditions found. The appendix may
FIG. 9.
1, Gauze in general peritoneal cavity. 2, Gauze in hand. 3,
Caecum. 4, Abscess. 5, Omentum. 6, Gauze in pelvis.
be thickened and densely adherent to the surrounding tissues
throughout or entirely gangrenous and lying almost loose in
the centre of the abscess confined by the flimsiest adhesions
In the case of the former its removal is attended by difficulty
and danger; in the latter it is easy and safe. Ordinary-
adhesions are most readily separated by tearing with dissect-
ing forceps, always bearing in mind the risk of an injury to
the adherent bowel and that damage to the appendix need not
be feared as it is about to be removed. As a rule the abrupt
closed end of the appendix will be a suitable place to
commence separation, but occasionally it is easier to divide the
appendix between two clamp forceps at its casca.1 attachment
and leave its extremity to the last. In cases with dense adhe-
sions (as in Case 2) I have since then divided the peritoneal
coat of the appendix and without further difficulty or risk
have shelled out the whole of its inner coats, thus obviating
further appendicular trouble. When the appendix has been
separated its mesentery must be divided and the vessels
secured either after or before division, setting it free up to
the caecal attachment. When the whole appendix and its
mesentery are involved in the abscess the mesentery and
vessels may be so sodden and so friable that no ligatures
will hold. Gauze packing is then to be relied upon for the
arrest of bleeding. A strong ligature is tied tightly
round the base of the appendix, which is firmly held between
a finger and thumb above to prevent the escape of its con-
teuts, and it is cut through, leaving about one-eighth of an
inch beyond the ligature. The mucous membrane of the
stump is next rubbed with pure carbolic acid and dried and
if the wall of the caecum surrounding it is not inflamed and
friable the stump can be pressed into the caecum where it
is retained by a purse-string suture as in ordinary non-
suppurating cases. When the cseoal wall is thickened
from inflammation sutures as a rule will not hold and
gauze packing and free drainage must provide for leakage.
Ligatures and sutures for this purpose should be of catgut
and digestible, as it is impossible to avoid infection of them.
The temporary gauze packing is now removed from the
abscess cavity and replaced by an indiarubber drainage-tube,
the inner end of which lies in the abscess, the outer in the
back of the wound, and by ’a gauze packing (iodoform or
gauze wrung out of corrosive solution and sprinkled with
boric powder), so arranged as to check all oozing from the
cavity, to depress the stump of the appendix, and to protect
the general peritoneal cavity. At the same time it is well to
remember that the gauze has to come out before the tube,
and the ease with which this is effected is in propor-
tion to the care and method bestowed upon its intro-
duction. When this is all accomplished there is a general
washing up of the patient, and fresh towels are placed
over the soiled ones. The peritoneal gauzes are now removed,
with the exception of the piece last introduced. All are
counted, and the suturing of the wound is taken in hand-
To this I attach very great importance, for unless it i&
properly carried out a hernia of the scar may be expected.
If it is done in the manner about to be described this is
most unlikely to occur. I cannot in this connexion give any
exact figures, but what I know sufficiently justifies,
I think, an even stronger statement than that which I
have made. Of considerably over 100 patients on whom
I have operated for abscess of the appendix six bave
returned to consult me concerning a hernia. Three of
these had small scars in the linea semilunaris and one in the
linea alba, from which abscesses had been drained. None of
them, with the exception of the last (Case 3), had had the
appendix excised. The two remaining cases were operated
upon by the method I have described, and both had an
inguinal hernia on the same side as the scar which I scarcely
doubt was a result of the diminished elasticity of the
abdominal wall on that side. None that I have seen (and
many of them have come for examination) or heard of have
any hernia of the scar.
The whole wound is closed except for one inch behind,
unless in exceptional instances (Case 5). The first row of
sutures (all are of catgut) includes the peritoneum trans-
versalis fascia and transversalis and internal oblique
muscles, and is interrupted. When this row is completed a
paste made of iodoform powder and corrosive lotion (1 in
1000) is rubbed into the wound, which is cleared of all
excess by thorough mopping with sterile gauze. The next
layer of sutures, also interrupted, brings together the divided
edges of the external oblique. A third row of interrupted
sutures tacks the subcutaneous fat and deep layers of the
skin to the external oblique muscle ; and a fourth buried
continuous subcuticular suture of fine catgut brings the
skin edges into perfect apposition, except posteriorly, where
one or two silkworm gut interrupted sutures are used (see
Fig. 10).
FIG. 10.
After-treatment.-The dressing should be renewed fre-
quently until free discharge has ceased. Every two hours
is my rule for the first 12 hours after operation. In doing
this it is unnecessary to disturb the gauze on the anterior
part of the wound if it has been kept separate from the
portion surrounding the drains behind. As soon as the
serous oozing has ceased dressings should be less often
disturbed unless a faecal fistula develops, when a return to
more frequent dressing is needful. On the evening of the
operation day, if the patient be an adult, one-third of a
grain of morphia is given hypcdermically as in all of my
abdominal cases. Until flatus has been voided-and this.
is aided by the passage of a tube into the rectum and
by the administration of calomel (one grain hourly up.
to eight grains), and failing these by the administration
of a turpentine enema (one ounce of turpentine and one-
pint of soapy water) on the second day-no nutriment
is allowed by the mouth, nothing but sips of hot water-
being given. In a feeble patient nutrient enemata (twcs
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ounces of milk, two ounces of beef-tea, and half an ounce ,
of whisky) are administered during this time. On the ’,
third day a movement of the bowels is secured by the
administration of an enema (one pint of salt water). On
the fourth day the gauze drain is removed and care must be
taken in doing this not to pull out or disturb, the tube,
through which a long strong probe may be inserted to
prevent kinking whilst the outer end of it is steadied and
held in place. On the sixth day, if the discharge is quite
small in quantity, the tube can be withdrawn for half its
length and cut off. In another few days, depending upon
the amount of discharge, it may be altogether dispensed
with.
A f2ecal discharge from the wound is usually preceded
by a rise in temperature. Neither require any special treat-
ment unless in exceptional instances (Case 3), and the wound
heals steadily if kept clean by frequently changed dressings.
If the appendicular abscess has occupied a position in the
abdomen internal to’the caecum drainage should be aided by
tilting the patient over towards the right side. This is
readily and comfortably done by placing a pillow lengthwise
under the left side of the back when the patient is moved off
the operating table into bed. No abdominal belt is needed
after the wound has healed.
The mortality of this operation is small, and I cannot
recall a single instance in which death could be attributed to
it. At the present time and for this part of the country I
would give the mortality of appendicular abscess at 8 per
cent. of operation cases. This will diminish in the same
remarkable way as that for strangulated hernia has done so
soon as practitioners become more skilled at early diagnosis
and realise more fully the need for operative treatment.
List of Cases of Abscess in Connexion with the Appendix
Vermiformis.
CONCLUSIONS.
The early diagnosis of abscess in connexion with the
vermiform appendix is of great importance.
A dangerous abscess may be present without any of the
ordinary symptoms or signs of pus formation.
The diagnosis is based upon the history of an acute attack
of appendicitis and the presence of a definite tender lump.
The position of the appendix and the relations of the
abscess may be foretold by a careful study of the tumour.
The diagnosis of pelvic cases in women is attended by
special difficulties. In men and women bimanual examination
may clear up an otherwise doubtful case.
Spontaneous relief and possible cure may follow the
discharge of pus into adjacent bowel.
An abscess, though of appendicular origin, may be remote
from the appendix and may be residual. Many of such pus
collections are due to the localisation of a general peritoneal
infection which has been recovered from.
Early operation is the proper treatment and with few excep-
tions the vermiform appendix should be removed at the same
time as the abscess is drained (pelvic cases form the chief
exception to this rule).
The abdominal opening should be large enough to permit of
perfect inspection of all manipulation and the abscess should
be drained from behind.
To Mr. G. G. Turner, surgical registrar to the Royal
Infirmary, Newcastle, I am indebted for an appended list of
all cases operated upon by me at the infirmary and private
hospital in which pus was found in connexion with the
vermiform appendix during the past consecutive working 12
months. I am also indebted to him for the notes of the
cases related. Mr. W. G. Richardson, assistant surgeon to
the Royal Infirmary, Newcastle, has kindly supplied me with
drawings made by himself to illustrate the positions of the
varieties of appendicular abscess and the different steps of &pound;
the operation described.
Newcastle-on-Tyne.
POINTS IN THE CLASSIFICATION AND
DIAGNOSIS OF SOME JOINT
AFFECTIONS.
BY GILBERT A. BANNATYNE, M D. GLASG.,
M.R.C.P. EDIN.,
HONORARY PHYSICIAN TO THE ROYAL MINERAL WATER AND ROYAL
UNITED HOSPITALS, BATH.
DURING the course of a year in Bath, as in most other
balneological resorts, one is brought face to face with
many difficult problems in respect to the classification and
diagnosis of joint affections. And this is comprehensible
when one considers how little is really known as to the
etiology and pathology of most of them. I am writing this
paper with the idea of drawing attention to certain points
which have struck me as of importance and value, and as being
of interest to others working in the same branch of medicine
and also with the hope that by the exchange of views we
may be enabled to come to some common understanding on
various vexed points- For the present no two men seem to
agree as to the diagnosis in certain classes of disease ; for
example, and to show how chaotic our ideas are, take that
most common generic name "rheumatic gout." To judge
from the number of patients labeled as suffering from that
disease one would think it was the most common of all joint
affections ; yet what is the nature of "rheumatic gout" ? 7 Is
it gout or rheumatism, rheumatism in a gouty subject,
gout in a rheumatic, a disease per se, or rheumatoid
arthritis ? 7 Such are a few of the questions which aribe on
seeing a case so labeled. On investigation such cases
almost invariably can be placed in some more definite and
scientific category than that of , rheumatic gout," whose
one virtue seems to be that it covers a multitude of sins and
errors in diagnosis, but whose entity as a separate disease is
doubtful. This looseness in diagnosis in all joint affections
arises not so much from want of knowledge or care on the
part of those making the diagnosis as from the confusion
of ideas which exists, more or less, in all our minds as
to certain forms of disease. On reference to most text-
books one is struck by the unanimity with which joint
diseases are described as they have been described for
years, irrespectively of the advance of science, and the
absence of method in classing them according to their mode
of origin. Now it seems to me that most arthropathies can
be referred to several great classes : (1) the bacterial or
toxic arthropathies ; (2) the nerve arthropathies ; and (3)
the senile degenerative arthropathies. But besides placing
all arthritic cases in these classes it is also possible further to
